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In her own listless 

manner, Mrs. 

Tweeter main- 

tains her caged-bird exist- 
ence. She’s dismayed if an 
infrequent caller for lunch 
hints for more than tea and 
toast. For Mrs. Tweeter 
doesn’t do enough to under- 
stand an appetite. And thus 
she wends her way to a 
subclinical vitamin deficiency. 

Like the food faddist, the exces- 
sive smoker and toper, the hurrier and 
the worrier, these cases usually 
require dietary reform. But isn’t 
it wise to prescribe DAYAMIN, 
additionally—to make up for 
long lost vitamins and to offset pos- 
sible wandering from the prescribed 
diet? Note the Dayamin formula. 
One capsule daily as a supplement; 
two or more for therapeutic use. 


In bottles of 30, 100 and 250. 


GOOD~—Ask your pharmacist about 
tasty Dayamin Liquid for patients 
who won't take capsules. In 90-cc., 
8-fluidounce and 1-pint bottles. 


Abbett Laboratories, North Chicago, Ill. 
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Each Dayamin capsule contains: 


Vitamin A 10,000 U.S.P. units 
Vitamin D. 1000 U.S.P. units 
Thiamine Hydrochloride............. ..5 mg. 
Riboflavin. . . 

Nicotinamide ae ; 
Pyridoxine Hydrochloride................ 1.5 mg. 
Pantothenic Acid (2s Calcium Pantothenate) .5 mg. 
Ascorbic Acid 100 mg. 


Specify 


DAYAMIN. 


(Abbott’s Multiple Vitamins ) 
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Editorial 


Improving Your Diagnosis 


When a physician speaks of a com- 
plete examination, he usually refers to 
a thorough physical study plus labora- 
tory and roentgen studies. It is often for- 
gotten that a complete history is another 
form of examination. Because symptoms 
often appear prior to signs, it may be 
the most important or only means of 
making a diagnosis. Because study of 
the patient may reveal psychosomatic 
reasons for the symptoms, such a history 
may prevent harmful surgery or pro- 
longed, ineffective medical therapy. 

Taking a good history calls for time, 
more time than may be devoted to every 
patient. If one could only separate those 
patients needing a thorough history 
from those who do not! 

The patient may himself fill out a 


form, indicating his symptoms in re- 
sponse to simple questions. Of several 
such forms, the newest and the most 
complete is the Cornell Medical Index, 
as developed at Cornell Medical College. 
By encircing “yes” or “no” at the end 
of a question, the patient can easily 
point out what fields should be followed 
up. 195 questions are printed on a dou- 
ble sheet of paper. The type is large 
enough to be read easily and the ques- 
tions are worded in common terms so as 
to be intelligible to any patient with a 
grammar school education. 

The forms are made up for men or 
women, and may be obtained from 
Keeve Brodman, M.D., New York Hos- 
pital, 525 East 68th Street, New York 
City, 21. 


Sending Patients by Air 


with the increase in travel of pa- 
tients by air ambulance, it be- 
comes increasingly important to know 
the medical contraindications to air 
travel. 

Anemia, with less than three-million 
red blood cells per c.mm. and hemo- 
globin of less than 50% contraindicates 
flight above 5,000 feet; oxygen must be 
available. The same is true of Leuk- 
emia. Angina Pectoris, Coronary Oc- 
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clusion, and Heart Muscle lesions may 
contraindicate high altitude flight. Very 
high blood pressure is considered a 
contraindication. Mild and moderate 
cases of Diabetes are acceptable . . . 
those that do not need more than 50 
units of Insulin a day. 

Persons over 65 years of age should 
be examined before taking a long flight. 
Active peptic ulcers may be sent by air, 
if altitudes of less than 5,000 feet are 
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employed. Following an operation, at 
least 10 days must have elapsed and 
flight should be under 8,000 feet. 

Cases of nephritis may be sent by 
air. Infectious diseases, not so... 
unless a private plane is used. Mental 
and nervous conditions, including brain 
tumors, epilepsy, mental disease, and 
palsies normally should not be sent by 
air unless by private plane. 

Patients with poliomyelitis are ac- 
ceptable. Pregnancy is acceptable if 
not beyond the 8th month. Make sure 


that the retention belt is around the 
pelvis and not the abdomen at take-off 
and landing. Sit in backward facing 
seat, if possible. Oxygen must be avail- 
able. Use air-sickness prevention drugs. 

Respiratory diseases, normally, are 
not sent by air, unless flight is at 5,000 
feet or less with oxygen available. 

Active tuberculosis should preferably 
be controlled by air-injection, and the 
flight should not go above 5,000 ft.— 
Sir Harotp WHITTINGHAM, in British 
Medical Journal, Apr. 9, 1949. 


Intelligence Tests 


In 1927 Professor Spearman of Lon- 
don published a book on Measure- 
ments and Tests of Intelligence. It 
showed me that one could not measure 
intelligence per se, but only intelligence 
as modified by the senses, that is, by the 
physical conditions which encompass it. 
Thus, the color-blind man is liable to be 
rated lower than he deserves because his 
scale of colors is not the same as that of 
the examiner. The tone-deaf man would 
get an improper rating if one did not 
allow for this in the test. So also a vic- 
tim of aphasia would be thought less 


intelligent than he really is if one de- 
pended on the words used. And a vic- 
tim of alexia might be really intelligent 
even if the written questions meant 
nothing to him. 

Why do I bring this up? Because it 
depends on the doctor who makes the 
physical examination to inform the 
psychologist who makes the tests if all 
the special senses are intact, and that 
is something rarely thought of when 
such a candidate for an Intelligence 
Quotient (1.Q.) rating appears at the 
doctor’s office—G. H Hoxie 


Things to Remember 


1. What the patient wants is relief— 
relief from pain, or itching, or gas- 
eous distention, or what not—as 
quickly and cheaply as possible. His 
interest in causation is at best only 
secondary. Only a few “intellectuals” 
and “neurotics” want a discussion of 
causation. 

. What the doctor wants is to learn 
what caused the symptoms, i.e., the 
pathogenesis. Only the humane doc- 
tor appreciates the patient’s view- 
point. 

. The wise procedure; then, is for the 
doctor to give relief while he 
searches out the pathogenesis. But 
even in giving relief, one must de- 
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cide when to use central sedatives 
and when peripheral anesthetics. So 
the first rule is the old one, “At 
least do no harm.” 

. The next step is to give advice about 
future care. Here arises the delicate 
situation when you must decide whe- 
ther to refer the patient to others or 
ask him to return to you. This calls 
for a knowledge of your limitations 
and real honesty in abiding by that 
knowledge. It is said that 80 per cent 
of the complaints can be handled by 
the general practitioner. But your 
future depends on your willingness 
to acknowledge that you can’t handle 
the other 20 per cent.—G. H. Hoxie 
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The Treatment of Painful Hips 
By S. B. Toompson, M.D., Little Rock, Arkansas 


ty TREAT painful hips intelligently 
it is important, of course, to make 
an accurate diagnosis as to the cause 
of the pain. The most common cause of 
painful hips in people of middle age or 
older is degenerative disease of the hip 
joint. This condition should be sought 
when the patient complains of pain in 
the knee or thigh or pain in the low 
back, as well as when the complaint is 
of pain in the hip. 

The disabling factors are: 1). Pain 
on motion due to irregularities of the 
head of the femur and the acetabulum. 
2). Limitation of motion due to the 
incongruity of the articulating surfaces. 
3.) Muscle spasm resulting in eventual 
flexion and adduction contractures and 
the resulting limp produced by this 
deformity. 


Early Degenerative Disease 

Where limitation of motion is min- 
imal and contraction is not far advanced, 
effective results often can be obtained 
by the application of heat, either infra 
red or diathermy, to the region of the 
hip joint and to the adductors and flex- 
ors of the hip in an attempt to release 
muscle spasm. Exercises to overcome 
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flexion and adduction contracture are 
very useful in maintaining the proper 
posture of the diseased hip. If this pos- 
ture can be maintained, the disability 
can be kept at a minimum. Attention to 
the sleeping and sitting posture is im- 
portant. The patient must be aided by 
the use of sand bags or possibly a pos- 
terior molded splint for sleeping to keep 
the hip in a neutral position. Where the 
diagnosis is made early and the pa- 
tient is fully cooperative, relief can be 
obtained and the patient kept in func- 
tional capacity for a good many years 
by these simple measures applied with 
careful attention to detail. 


Advanced Disease 


When the pain becomes disabling or 
when conservative treatment has been 
ineffective, surgical management of 
these conditions can be very effective. 
From the physiological and anatomical 
standpoint the treatment of choice is 
mold arthroplasty of the hip joint. In 
properly selected patients who can 
spend the necessary time in regaining 
function, the results of mold arthro- 
plasty are very gratifying indeed. How- 
ever, it is a major surgical procedure 
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and requires a great expenditure of 
time, money and effort on the part of 
the patient, and for that reason sub- 
stitutes are sought. 

In those patients where the primary 
requisite is stability of the hip and free- 
dom from pain, the procedure of choice 
is arthrodesis of the hip. This pro- 
cedure satisfactorily eliminates pain, 
places the hip in the position of best 
function, and the result can be obtained 
somewhat more quickly. This pro- 
cedure, too, is a major surgical pre- 
cedure and requires at least six months 
disability while the arthrodesis is heal- 
ing. It is contraindicated where there 
is bilateral involvment of the hips and 
where hypertrophic or degenerative in- 
volvement of the lumbar spine exists. 

A procedure offering good prospects 
of relief for these patients is obturator 
neurectomy. It relieves the pain in a 
twofold manner. First, by eliminating 
the perception of pain by interruption 
of part of the nerve supply to the hip 
joint. Secondly, and probably of more 
importance, it releases the spasm of 
the flexors and particularly the ad- 
ductors by interruption of the motor 
supply to the adductor muscles. This 
procedure frequently will result in a 
marked improvement in the range of 
motion of the ‘hip and thus eliminates a 
great deal of the limp. The elimination 
of the limp will improve the low back 
pain. It has a great advantage in that 
it is a relatively minor surgical pro- 
cedure and the patient can be ambula- 
tory in a few days time. It has wide ap- 
plication and probably should be done 
in a great many cases. It has not yet been 
in use long enough for a final evalua- 
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Importance of Speech 





tion of its effectiveness, however. It does 
not preclude the possibility of a satis- 
factory arthroplasty or arthrodesis at 
a subsequent date, although the inter- 
ruption of the nerve supply to the ad- 
ductors may make the re-habilitation 
following mold arthroplasty somewhat 
more difficult and less effective. 


Other surgical procedures that have 
been used include: Cheilotomy, acetab- 
uloplasty, and various procedures to 
improve the blood supply to the head 
and neck of the femur. Subtrochanteric 
osteotomy to improve the position of 
the femur is used fairly widely in Eng- 
land with satisfactory results. It is a 
simpler procedure than arthrodesis or 
anthroplasty but has about as long a 
period of post-operative disability and 
does not approach the mold arthro- 
plasty in the physiological and anatom- 
ical restoration of the structures in- 
volved. 


Summary 


The conservative treatment of degen- 
erative disease of the hip joint consist 
of the use of heat, salicylate, postural 
training and exercises designed to 
maintain motion, prevent flexion and 
adduction contraction. Of the various 
operative procedures mold arthroplasty 
is the ideal treatment in the patient who 
can afford to spend the time, energy 
and money necessary to obtain a good 
result. Where freedom of pain and 
maximum stability are essential arthro- 
desis is the method of choice. Obtura- 
tor neurectomy will eliminate the pain, 
restore a great deal of motion in many 
cases and is a relatively minor surgical 
procedure. 


The art of conversation is the hallmark of the man. No human enter- 
prise demands greater need, for so large a part of everyday life, whence its 
dangers or its advantages; if care is necessary to write a letter; which is 
conversation studied and committed to paper; how much more is neces- 
ary in everyday speech, when the intelligence must at every moment pass 


examination. . 


. The Sages of sages said: Speak, if you would that I know 


you.—Baltsar Gracian in ‘‘A Truth telling Manual’’ (Charles Thomas, Pub- 


lisher, Springfield, Il.) 
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5 par EARLY diagnosis of tuber- 
culosis is the key to rapid eradica- 
tion of the disease. To the Mantoux test, 
the x-ray, and the present use of the 
microscope, a new use of the microscope 
has been added, by means of which a 
considerably earlier diagnosis can be 
made: This is accomplished by search- 
ing the x-ray negative with the micro- 
scope. 

It is known that in tuberculosis of 
the lungs, nature sets up a defense mech- 
anism, in which calcium is deposited 
around the offending tubercle bacilli. It 
is this calcium deposit that produces 
the shadow in the x-ray picture, and it 
is by this shadow that tuberculosis is 
diagnosed. If no shadows are seen, tub- 
erculosis is not diagnosed. But there 
may be, and often are, sites of tuber- 
culosis infection whose deposits of cal- 
cium are too small or too faint to be 
seen in an x-ray picture by the most 
efficient unaided eye. The shadow of 
these deposits may be seen in the x-ray 
negative by the use of the microscope. 

These microscopic sites very much 
resemble the macroscopic sites. They 
have the same characteristics of calcium 
deposits under the lense as the macro- 
scopic areas have to the unaided eye, but 
carry some deviations from the mac- 
roscopic sites. The macroscopic sites 
vary. Some are round, some oblong and 
there are in others numerous irregulari- 
ties of shape. The microscopic sites con- 
tain these and other forms and they 
may be so recent and incomplete that 
the calcium has not completely sur- 
rounded the site of infection and form a 
crescent, horseshoe or other shape. They 
may be small and present only a speck 
of calcium. This type is the beginning 


of a walling off process of a very recent 
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The Use of the Microscope in the Early 
Diagnosis of Tuberculosis 


By W. L. Frazier, M.D., Los Angeles, California 





tubercle bacillus infection. Care in this 
case is necessary to differentiate it from 
sillicosis. 

There are frequently microscopic 
deposits of calcium in the Mantoux pos- 
itive cases that are macroscopically 
negative. These microscopic deposits 
can be seen much earlier than the mac- 
roscopic deposits appear. Also deposits 
of calcium are occasionally present, in- 
dicating a site of infection, before the 
Mantoux test is positive. 

While the film does not require any 
special preparation for its microscopic 
examination, it is quite advantageous to 
use an accurate and time saving tech- 
nic. Several technics have been used. 
One is to x-ray the questionable chest 
by the use of two films in the cassette. 
In pictures taken this way, the distal 
picture sometimes appears to be, by 
the slightest degree less distinct than the 
proximal picture. The films are exam- 
ined macroscopically and the areas 
which appear questionable are prepared 
for microscopic examination. First, the 
films are marked one inch apart on the 
side margins and two and one-half 
inches apart on the upper and lower 
margins. Then the questionable area or 
areas are cut out of one of the films 
by following the margin marking across 
the film, usually the proximal, and ex- 
amined microscopically. In this way 
a check can be kept on the areas exam- 
ined and the uncut film can be retained 
in original form. 

Another technic: Two films as above, 
and a screen of very fine wires, one 
inch by two and a half inch mesh placed 
between the cassette and the patient is 
used. The questionable area or areas are 
cut out of one of the films and examined 
microscopically, and the picture which 
is whole can be retained as a record. 
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Still another technic: Take a second 
picture, and cut the areas out that are 
questionable macroscopically, and ex- 
amine them microscopically. The other 
picture can be kept whole for permanent 
record, 

The films that are cut, and the areas 
cut out, are also kept for future refer- 
ence, each piece being kept with the 
film from which it was removed. 

In order to remove areas desired for 
microscopic examination the film is 
placed on a sheet of lead and the desired 
area is cut out with a safety razor blade. 
This does not mutilate the edges of the 
portion cut out, consequently it is 
handled without difficulty under the 
lense. 

On following up the cases found 
positive microscopically and negative 
macroscopically, it was observed that 
those who tock adequate treatment did 
not develop deposits to the extent that 
they became macroscopically positive, 
and it was determined that some of the 
microscopic deposits of calcium dis- 
appeared after adequate treatment. It 
is believed that the calcium was ab- 
sorbed. 

Contrary to this, cases that had mac- 
roscopic negative and microscopic posi- 
tive films, who did not take adequate 
treatment, continued receiving deposits 
of calcium around the sites of infection 
and later became positive macroscopic- 
ally. Not all cases did, however, as some 
acquired sufficient resistance to over- 
come the infection without treatment. 

In making the microscopic examina- 
tion, the low power lense is most often 
used. The technic is much the same 
as that used in making an examination 
of a stained slide, or a tissue. 


Advantages of the earlier diagnosis 
by the use of the microscope are that 
the disease is diagnosed before the tub- 
ercle bacilli are walled around. After 
they are walled around by the calcium 
they are less accessible to treatment, and 
it makes positive diagnosis possible 
before the resistance of the individual 
has been greatly reduced. , 


Case No. 188 — Series “A” 

The patient had a positive Mantoux, 
sputum which was positive practically 
every time it was examined at short 
intervals over a period of two years, and 
an x-ray which was diagnosed as nega- 
tive, by four chest men. Upon examining 
the x-ray picture microscopically many 
areas were found to contain calcium 
deposits characteristic of tuberculosis. 

Case No. 192 — Series “A” 

A film of this patient was examined 
by six radiologists macroscopically; 
five of them pronounced it negative and 
one pronounced it positive for tuber- 
culosis. The site in which one saw the 
shadow characteristic of tuberculosis 
was examined microscopically; it was 
determined in this way that his diag- 
nosis was correct. The Mantoux was 
also positive. 


Case No. 193— Series “A” 

This case had a negative Mantoux and 
negative sputum. The x-ray picture was 
negative macroscopically. It was posi- 
tive for tuberculosis microscopically; 
the sites appeared very similar to the 
macroscopic sites in miliary tuber- 
culosis. Later a chest picture was mac- 
roscopically positive, and also were the 
Mantoux and sputum positive. During 
this interval there was no treatment di- 
rected toward relief of the infection. 


Play Is Essential for Children 

Nothing a child can do in the wider community is more important for 
his personality development than play. There, as at home, play gives him 
unlimited practice, in manual, locomotor and verbal co-ordination. It is for 
many years his chief source of social experience. He learns that the re- 
sponses and attitudes of other persons, be they protagonists or opponents, 
have to be allowed for all the time.—NormMaNn CAMERON, M.D., in ‘‘Psy- 
chology of Behavior Disorders’ (Houghton, Miflin Company). 
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HE TREATMENT is based on the 
theory that acute nephritis is an 
allergic response to bacterial toxins. 
Eight successive cases of nephritis, 
which were of all degrees of severity and 
included two with hypertensive convul- 
sions, were treated with anthisan 0.3— 
0.5 grams daily for periods varying 
between five and forty-five days. In 
these cases the duration of activity of 
the nephritis varied between six and 
twenty-one days, with an average of 
thirteen days. (Duration of activity is 
counted from the date of commencement 
of treatment until the patient was clinic- 
ally well, with normal blood pressure, 
blood urea and urine.) 





This paper is a preliminary report on the 
use of “Anthisan” in a small series of cases 
of acute nephritis in children. 





*Lecturer in Child Health, Aberdeen Uni- 
versity, Scotland. 









56 YEAR old white male entered 

the hospital because of fever and 
malaise of two weeks duration. He had 
been well until a year and a half before 
entry when he had experienced an 
episode of fever, malaise and weight 
loss for about two weeks. He had seemed 
to recover completely, regained his 
weight and resumed his usual occupa- 
tion. Two months after the first episode, 
there had been a similar illness lasting 
about ten days, identical with the first 
except that chills and night sweats had 
occurred. Two weeks before entry he 
had developed progressive fever and 
malaise, intermittent stupor during 
febrile periods, and slight jaundice. 


Octoser, 1949 


Antihistamine Drug Treatment of 
Acute Nephritis 


By N.S. Ciark, M.D.,* Scotland 
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The course of these cases is com- 
pared with that of the nine successive 
cases admitted to the same hospital 
immediately prior to the institution of 
this treatment. This control series is 
closely comparable as regards the initial 
severity of the disease and its duration 
before admission to hospital. In the con- 
trol series the average duration of 
activity was ninety-two days. One case 
treated with anthisan relapsed after the 
urine had been normal for one month, 
but again cleared up in ten days with 
another course of anthisan. All cases 
in the treated series are being followed 


up, and no other relapses have so far 
occurred. 


While the series of treated cases is too 
small to allow of any definite conclu- 
sions, it is felt that the results are 
promising and that further work on this 
line is indicated. 


There was a history of a considerab!e 
intake of alcohol over a period of some 
years. Three years previously the left 
posterolateral cervical glands had been 
painlessly enlarged for six months and 
these had been treated by X-ray fol- 
lowed by regression. 

Examination: The patient was an apa- 
thetic, weak and jaundiced white male 
perspiring freely and obviously suffer- 
ing from considerable weight loss. His 
temperature was 104°F., pulse 110, 
respirations 28 and blood pressure 
80/50. There were palpable lymph 
nodes in both axillae and in the inguinal 
*regions, but these were small. There 
were no enlarged cervical glands. The 
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eyes were normal except for icterus. The 
head, neck and chest were normal. The 
abdomen was distended and contained 
a small amount of free fluid. The liver 
and spleen could not be felt, but were 
thought to be enlarged. The genitalia 
and extremities were not remarkable. 
Laboratory Studies: RBC 3.72 mil- 
lion; Hgb. 11 grams; WBC 5,550 with 
80 polys, 19 lymphs and 1 mono. RBC 
showed anisocytosis with microcytes 
and pale centers. Platelets were normal. 
Urine contained a trace of albumen and 
urobilinogen in a dilution of 1:16. Kahn 
test was negative. Smears were negative 
for malaria. NPN was 38 mg. per cent. 
Icterus index 25. Van den Bergh test 
was biphasic. Serum proteins were 4.07 
grams per cent (albumen 3.01, globulin 
1.06). Blood culture was sterile. Ag- 
glutination tests for typhoid, para- 
typhoid, tularemia and brucella organ- 
isms were negative Stools were com- 
pletely normal and contained no path- 


ogenic bacteria or parasites. Skin tests 
for echinococcus and brucella were 
negative. Chest plate revealed only in- 
creased bronchovascular markings. 


Course: There was a daily fever to 
104 or 105 degrees. General supportive 
measures provided no relief. While re- 
ceiving a transfusion, patient was taken 
with a sudden and very severe pain in 
the left upper quadrant and shortly 
thereafter became comatose. He died 
on the following day. 

Diagnosis? Differential diagnosis? 

The differential diagnosis on the pa- 
tient’s chart included: Hodgkin’s dis. 
ease, brucellosis, tuberculosis, hepatic 
cirrhosis and carcinoma of the gall 
bladder. The pathologic diagnosis was: 
Hodgkin’s disease of the liver, spleen, 
lymph nodes and small intestine. There 
was a rupture of the jejunum secondary 


to local involvement by Hodgkin’s dis- 
ease.—C. D. M. 


Treatment of Iritis 


First, dilate the pupil with atropine. 
Second, use hot packs during the height 
of the attack with rest and relaxation, 
preferably in a sitting or reclining posi- 
tion, no attent should be made to read 
or use the eyes in close work. Three, 
avoid bright light. Fourth, Liberal use 
of Vitamins A, B, and E. Five, use 
quinine and aspirin by mouth. 


An attack may be stopped or averted 
by the early use of quinine and aspirin. 
Neither of these alone will produce the 
desired results. 


Don’t ask me the mechanism of the 
value of quinine. Some pediatricians use 
quinine with good results in muscle 
cramps in children. It is also valuable in 
cases of charley-horse, and muscle 
cramps. 


Years ago, I did some work on the 


effect of quinine on the blood picture. 
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One very noticeable effect was the 
increase in eosinophiles. 

A flap of chamois skin may be put on 
the bow of the glasses and slid back and 
forth so that one can cover as much of 
the eye as is desired. It is very useful 
in cutting out sidelight and protecting the 
eye from the wind. It is much better 
than the conventional eye patch. —L. 
A. Turtey, Ph.D., Prof. of Path. Emer- 
itus, Univ. of Oklahoma School of Med- 
icine, Oklahoma City, 4, Okla. 

Note: Dr. Turley has been subject to 
recurring attacks of iritis for the last 
twelve years and has been treated by ali 
the known therapeutic measures for this 
condition. The above are the results of 
his own study of measures other than 
those usually prescribed and from which 
he has received only symptomatic relief. 
He has also taken all known tests for 
allergies with negative results. 
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Parkinsonism 


Question: 

Is there any new treatment of Parkin- 
son’s disease that offers these patients 
any better palliation than the old atro- 
pine group? M.D., Shreveport, La. 


Answer: 

Early cases of Parkinson’s disease 
may be helped by Benadryl (Park 
Davis) in doses of 25 to 50 mg. three 
times daily. Corbin suggests that this 
medication be used when patients exhibit 
unusually marked symptoms of toxicity 
to common antispasmodic drugs. 


Artane (Lederle) has given satisfac- 
tory results, when 1 mg. (one half a 2 
mg. tablet) is given hour before each 


meal and the dose increased to gradu- 
ally 2 mg. four or five times daily. The 
usual symptoms of toxicity are vertigo, 
unsteadiness in gait, blurring of vision 
and dry mouth. If nervousness occurs, a 
small dose of sedative should be taken 
concomitantly. Corbin of the Mayo 
Clinic reports on more than 100 cases. 
He suggests the addition of a morning 
dose of benzedrine or desoxyephedrine 
to those who find it difficult to get 
started in the morning because of in- 
creased rigidity or depression. 
Parpanit’s effectiveness and disadvant- 
ages are similar to Artane. Belladonna 
root, such as Rabellon (Sharp and 


Dohme). 


Cardiac Edema 


Question: 


I have a patient of 59 who responds 
well to intravenous mercurial diuretics 
and almost as well to intramuscular in- 
jection (of Mercuhydrin) for relief of 
cardiac edema. He has developed a ser- 
ies of boils following injection intramus- 
cularly and I would like to avoid such 
injections or reduce their number until 
the skin has cleared up. What may be 
used? M.D., Canton, Ohio. 


Answer: 

It is assumed that his salt intake is as 
low as possible, i.e. salt free butter used, 
no salt used in flavoring in cooking or on 
table, no medicines used which contain 
sodium (soda bicarbonate, commercial 


laxatives of saline types) and no salty 
foods used, especially soup. 


Intravenous slowly given mercurials 
are reasonably safe, especially when one 
considers the thousands of injections be- 
ing given daily. Rectal mercurial diure- 
tic application has not been too success- 


full because of local irritation and diar- 
rhea. 


Oral mercurials (Mercuhydrin or 
Salyrgan are available in tablet form) 
have proven to be of value when admin- 
istered to ambulatory patients with con- 
gestive heart failure, without serious 
toxic manifestations or renal impairment 
(J. B. Vander Veer before the College of 
Physicians of Philade!phia, 1949). 
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PROBLEMS IN PRACTICE 


Question: 

With so many laboratory tests, how 
may one intelligently use them without 
costing the patient too much and yet 
not overlooking a needed procedure? 


BASIS FOR SELECTION OF 
LABORATORY TESTS 


1. BASIC TESTS. 








2. TESTS SUGGESTED BY SIGNS. | 


3. TESTS SUGGESTED BY 
SYMPTOMS. 


4. TESTS SUGGESTED BY 
KNOWN OR SUSPECTED 


5. TESTS TO DIFFERENTIATE 
BETWEEN TWO OR MORE 
DISEASES. 





Throat culture and, perhaps, 


Clinical tularemia 


Selecting Laboratory Tests 


What tests should be done on every pa- 
tient who needs a complete physical 
examination and history? —H.0O., New 
York City. 


EXAMPLES OF LABORATORY TESTS 
ORDERED ON THE BASIS OF THE 
APPROACH UTILIZED. 


Complete blood count. 

Urinalysis. 

Serologic test for syphilis. 

Electrocardiogram (in cardiac cases). 

Fasting blood sugar or glucose tolerance 
test (in diabetics). 

vaginal 

smear (in pediatrics). 


“Fixed pupils’? suggests spinal fluid 
study, especially serologic and colloi- 
dal gold curve. 

‘Lump in the breast’’ suggests biopsy. 

‘Membrane on tonsil’’ suggests smear 
and culture from nose and throat. 

“Blood in sputum’”’ suggests smear and 
culture of sputum. 


Right lower abdominal pain suggests 


total and differential white blood count, 
urinalysis and, in women, a sedimen- 
tation rate. 

“‘Productive Cough’’ 
studies. 

“Polydipsia and _ polyuria’ suggests 
urinalysis and fasting blood sugar. 

“Weakness, tremor and exophthalmos”’ 
suggests a BMR. 


suggests sputum 


Severe burns indicate hematocrit and 


total plasma protein determinations. 


Syphilis indicates serial determinations 


of blood serology and examination of 
spinal fluid. 

indicates agglutina- 
tion tests to confirm the diagnosis. 


A sedimentation rate may differentiate 
an acute salpingitis from an acute 
appendicitis. 

Throat smears and/or cultures will es- 


tablish the etiology of acutely in- 
flamed throats. 

Blood sugar and blood urea may estab- 
lish the diagnosis in a case of unex- 
plained coma. 

Spinal fluid examination will identify the 


agent in an acute meningitis. 
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PROBLEMS IN PRACTICE 


Answer: 

The following indications for the use 
of suitable laboratory aids, with ex- 
amples of each, should be utilized only 


6. TESTS SUGGESTED BY THE 
RESULTS OF PREVIOUS TESTS 


7. TESTS SUGGESTED BY 
CHANGING CONDITIONS. 


8. TESTS WHICH ARE BEST USED 
IN SERIES. 





9. TESTS USED AS GUIDES TO 
THERAPY. 


10. TESTS USED IN PROGNOSIS. 


after all means of clinical approach to 
a specific problem have been explored, 
including a good history and complete 
physical examination. 


A positive serological test for syphilis 
suggests spinal fluid examination. 

Eosinophilia suggests a skin test for 
trichinella (trichinosis) and considera- 
tion of other parasites and allergy. 

Appreciable numbers of leukocytes in 
the spinal fluid indicates smear and 
culture for organisms. 


Development of edema in chronic ne- 
phritis indicates determination of 
serum proteins and blood urea. 

Development of headache, stiff neck and 
fever in a patient with chronic otitis 
media demands spinal puncture. 

Symptoms of toxemia in a pregnant 
woman indicates renal function 
studies. 


Erythrocyte sedimentation rate. 

Urinary and blood sugar determinations 
in diabetics. 

Serological tests in cases of syphilis. 





Reticulocyte and total erythrocyte 
counts in cases of pernicious anemia 
treated with liver. 

Prothrombin times in cases of jaundice 
treated with vitamin K. 

Blood cyanate levels in patients being 
treated for hypertension. 


Friedman test after removal of a chorion- 
epithelioma. 

Blood cultures in pneumonia and 
cases of endocarditis. 

Renal function tests in nephritis. 

Blood creatinine levels in uremia. 


in 








11. TESTS USED IN GROUPS. 


Complete blood count. 

Aggiutination tests for typhoid, para- 
typhoid A and B, undulant fever and 
proteus X-19 in cases of fever sus- 
pected of being one of this group. 

Smears for bacteriological examination 
should ordinarily be accompanied by 
culture of the material. 

Test urine for acetone in cases where 
sugar is present. 


(Adapted from J. Missouri; S.M.A., Jan.1943) 
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Question: 

What diseases are now considered 
allergic in nature? Are these purely 
allergic or can they be also the result of 
infection, etc.? Is non-specific treatment 
ever advisable or necessary? M.D., Oak- 
land, Calif. 


Answer: 


Many severe cases of asthma, urtica- 
ria, vasomotor rhinitis, migraine, ec- 
zema and conjunctivitis have no discov- 
erable allergic etiology. As Prickman 
says, ““These patients symptoms usually 
appear during or after middle age rather 
than early in life, as so often occurs in 
cases of specific hypersensitivity. Infec- 
tions, fatigue and nervous factors appear 
to be etiologically important in many but 
in others, no definite cause is found and 
treatment is frequently supportive and 
symptomatic. The non-specific value of 
vasodilating drugs in certain of the 
above-named conditions supports the the- 
ory that vasospasm occurs which causes 
local gellular anoxia, cell damage and 
release of histamine.”’ 






Question: 


Repeatedly I have read medical arti- 
cles and seen medical films and speak- 
ers refer to thousands of cases of undiag- 
nosed nutritional deficiencies. Where are 
they? Am I and other physicians missing 
these diagnoses? Do they occur just in 
the poor or in the deep south? M.D., 
Denver, Colo. 


Answer: 


Nutritionists, like the rest of us, tend 
to overemphasize their own field. The 
occasional case of dramatic protein or 
vitamin deficiency, usually found in a 
charity hospital or back country, is held 
up as a common diagnostic error. Actu- 
ally, the dramatic is just as rare in nutri- 
tional disease, as it is in every field of 
medicine. 

M. A. Blankenhorn of the Cincinnati 
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Treatment for Allergic Diseases 


Are You Overlooking Nutritional Deficiency? 
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Asthma beginning after age 35 has long 
been considered by Rackeman as being 
only slightly or not at all due to allergy. 


Thus one finds that iodides are still of 
great value in bronchial asthma, that 
vaccines may be of use, that physical 
therapy may help, even colonic irriga- 
tions may succeed. The ‘‘pure’’ allergic 
approach is destined to fail in many 
cases. 


Diseases that may be of allergic etiol- 
ogy, include agranulopenia, cataract, 
dermatomyositis, encephalitis after ra- 
bies injections, erythema nodosum, 
essential hematuria, glomerulonephritis, 
intermittent hydrarthrosis, keratitis, Lof- 
flers syndrome, lupus erythematosus dis- 
semninatus, Meniere’s syndrome, multi- 
ple sclerosis, nephrosclerosis, periateri- 
tis nodosa, polyneuritis, Reiters disease, 
retinal edema or hemorrhage, rheumatic 
fever, rheumatoid arthritis, sarcoid, 
Schilders disease, sclermema neonat- 
torum, scleroderma, sympathetic oph- 
thalmia, thromboangiitis obliterans and 
vesical spasm (adapted from Prickman). 


General Hospital reports that cases of 
pellagra and other deficiency diseases 
have dropped sharply until they are now 
quite rare, presumably due to public 
health education and to enriching of 
flour. Less definite diseases, such as 
riboflavin deficiency, sprue, vitamin A 
deficiency and vitamn D deficiency are 
very rare or do not occur at all. When 
any new disease is described, there is 
a rush to find cases, to diagnose them 
without full attention to criteria and 
eventually a return to normal, a reali- 
zation that the condition is rare, e.g. 
hypo glycemia. 

True nutritional deficiency should be 
looked for in acute or chronic disease, 
in chronic alcoholism, in old persons liv- 
ing alone or in lodgings, in those with 
poor dietary habits and in poverty. 
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CONSULTATION SERVICE 


Bleeding from a Tooth Socket 


Question: 

Patients who have had teeth extracted, 
often wake me at night after bleeding 
has kept on for some hours. The usual 
packs and local therapy does not always 
stop the bleeding. What would you sug- 
gest?—M.D., Illinois. 


Answer: 


If oxidized gauze (Oxycell of Parke 
Davis or Hemopak of Johnson and John- 
son) is available, it should be packed 
snugly into the tooth cavity. When the 
blood comes in contact with it, a hard, 
black mass forms which tends to check 
bleeding promptly. 

The old traditional method (see Fig. 1) 
is to firmly pack a cotton wad into the 
socket, and to firmly bandage the mand- 
ible against the upper jaw (Fig. 2). 

J. G. Bonin (Medical World, England, 
Nov. 28, 1947) suggests 1. local applica- 
tion of tincture benzoin compound, 2. 
suturing of a pack into the socket (see 
Fig. 3) and 3. use of a four tail bandage. 
Occasionally, irrigation with hydrogen- 
peroxide solution stops bleeding. 


Thrombin solution and fibrin foam may 
be locally effective. A small amount of 
whole blood given intravenously often 
checks persistent bleeding. Tannic acid 
or packing may be used. 


mattress 
suture 





Thumbnail Therapeutics 


Treatment of Paroxysmal Cardiac 
Dyspnea (Cardiac Asthma) 


When a patient with cardiac disease 
suffers an attack at night of severe dys- 
pnea, possibly with foamy, blood tinged 
sputum, immediately have the patient 
sit up, give % gr. (15 mg.) of morphine 
subcutaneously or slowly intravenously, 
and follow with 7% gr. (0.48 Gm.) of 
aminophyllin intravenously. The mor- 
phine may be repeated. 


Nitroglycerine tablets on the tongue 
are helpful, especially if the patient has 
hypertension. Oxygen by means of a 
tent, mask or nasal catheter is of great 
value. If the veins are distended and 
venous pressure increased, remove 250 
so 500 cc. of blood or obtain the same 
2ffect by applying blood pressure cuffs 
to the four extremities and inflating 
them to a pressure just above the dia- 
stolic blood pressure. Intravenous mer- 
curial diuretics may be given.—A. CaRL- 
TON ERNSTENE, M.D., (Cleveland Clinic, 
Cleveland, Ohio) in ‘‘Coronary Heart Di- 
sease’’ (Charles Thomas, Publisher). 


Vitamin C Treatment of 
Virus Pneumonia 

Injections of 1,000 mg. of vitamin C 
(ascorbic acid) intravenously every 6 to 
12 hours dramatically relieved headache 
and nausea, and gradually lowered 
fever. Children were given 500 mg. intra- 
muscularly every 6 to 12 hours. Frep R. 
KLENNER, M.D. (Reidsville, North Carol- 
ina) in South. Med. & Surgery., Feb. 
1948. 


Autohemotherapy for Nose Bleed 
The intramuscular injection of 10 cc. 
of the patient’s own blood will result in 
cessation of epistaxis within 30 minutes. 
—Dr. BAHNE K. BAHNsON, Burt, Iowa. 
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Urticaria from Penicillin 


When urticaria appears during penicil- 
lin administration, the drug should be 
stopped at once, Benadryl (Parke, Davis 
Company) or Pyribenzamine (Ciba Com- 
pany) may be given in doses of 50 to 100 
mg. three times daily, to adults, for 2 
or 3 days. Another manufacturer’s pen- 
cillin may be injected in 1,000 unit dose; 
have epinephrine at hand in case of re- 
action. If no reaction occurs to the test 
dose, give 10,000 units in 6 hours; after 
four hours give full doses of the new 
pencillin preparation.—D. M. Prmtssury, 
M.D. in J.A.M.A., April 26, 1947. 


Aureomycin for Brucellosis and 
Atypical Pneumonia 

Enough patients with brucellosis have 
now been treated with aureomycin to 
justify the statement that it is now the 
best therapeutic agent available for the 
treatment of that disease. Our experi- 
ence with atypical pneumonia has been 
limited, but I am in agreement with 
the Johns Hopkins group in that aureo- 
mycin is a specific for this disease. If 
I had either one of these diseases, I 
would want aureomycin.—W. W. SPINK, 
M.D. Univ. of Minn. Med. School, Min- 
neapolis Minn. 


Postoperative Fluid 

At the New York Post-Graduate Hos- 
pita, a urinary output of at least 1000 
ec daily is maintained. Uusually, one 
intravenous injection of 1000 cc of normal 
saline solution is given, plus 1000 cc of 
5% dextrose in distilled water. If too 
much fluids are given, the protein is 
decreased even more than usual, Amino 
acids are given intravenously, usually 
by Meade-Johnson’s ‘‘Amigen’’ solution. 
—C. G. Heyp, M.D. 
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The Significance of 
Uterine Curettings 


If only a small amount of material 
can be curetted from the uterus, the 
diagnostic possibilities are: 1. incomplete 
curettage or 2. senile atrophic endomet- 
rium. 

If a large amount is obtained, the 
gross conclusion is that 1. carcinoma or 
2. hyperplasia of the endometrium is 
present. 


When sending curettings to the pathol- 
ogist, separate all blood first before plac- 
ing in formaldehyde solution. Be sure to 
specify the patient’s age, menstrual his- 
tory and symptoms. 


If hyperplasia or carcinoma are found, 
this is probably the reason for the 
uterine bleeding. In most cases the en- 
dometrium appears normal and is de- 
scribed according to its stage of develop- 
ment in relation to the menstrual cycle 
—either proliferative, secretory or pre- 
menstrual, If of the latter two types, it 
may be assumed that the patient ovul- 
ates normally and that a corpus luteum 
has been formed. This knowledge is of 
some help because anovulatory bleeding 
is fairly common in the early and latter 
parts of menstrual life. Proliferative en- 
dometrium is normally found in meno- 
pausal women, ovulation no longer tak- 
ing place. 


A single curettage showing prolifera- 
tion in a cyclic woman does not prove 
anovulatory bleeding, unless a second 
biopsy 2 weeks later is identical. Cystic, 
hyperplastic changes occur in the pro- 
liferative endometrium of women just 
past the menopause and are signs of 
prolonged estrogen activity. 

Decidual transformation of endome- 
trium may be found. If chorionic villi 
are found with the decidual cells, the 
diagnosis of intra-uterine pregnancy is 
made. Decidual changes without chori- 
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onic villi may indicate extra-uter- 


. ine pregnancy. Advanced degenerative 


changes in the decidua point to aborted 
intra-uterine pregnancy. Ovarian or uter- 
ine tumors cause bleeding.—C. W. Van 
Ders.Lius, M.D., in Minnesota Med., Mar. 
1947. 


Tenderness 

When evaluating whether an area is 
tender or not, watch the outer angle of 
the patient’s eye. The first sign of a 
wince is more informative than the 
patient’s Statements which may mini- 
mize or exaggerate the sensation exper- 
ienced. — B. J. WurTE, M.D., and C. F. 
GESHICKTER, M,D., in ‘‘Diagnosis in Daily 
Practice’ (Published by Lippincott). 


An Unknown Lung Lesion 

A lesion in the lung may be due to 1. 
destruction of pulmonary tissue, 2. con- 
solidation of pulmonary alveoli, 3. 
change in intrathoracic tension, 4. an 
abnormality in the interstitial tissue, 5. 
replacement of normal pulmonary tissue 
by a pathologic process or 6. alteration 
in pleural density.—S. B. CriarK, M.D., 
(Brooks Hospital, Dunkirk, N.Y.) in 
N.Y.S.J.M., July 15, 1948. 


Symptoms of Hypothyroidism 
in Women 
Symptoms of hypothyroidism in wom- 


en are: Amenorrhea, menorrhagia, 
menstrual cramps, sterility, leukorrhea, 
constipation, diarrhea, hyperchlorhydria, 
nausea, backache, nervousness, fatigue, 
nocturia with pressure, loss of weight, 
overweight, pruritis, dry or scaly skin, 
falling hair and chronic cystic mastitis. 
The greatest number of low basal rates 
comes in women between the ages of 
20 and 50. —Iva C. Youmans, M.D., 
(Miami, Florida) in Southern Med. J., 
Feb. 1948. 
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New Books 


Any book reviewed in these columns will be procured for our readers if the order, addressed 
to CLINICAL MEDICINE, Waukegan, Ill., is accompanied by a check 
for the published price of the book. 


Clinical Laboratory Methods and 
Diagnosis 

By R. B. H. Gradwohl, M.D. Director, 

Gradwohl Laboratories and Pathologist, 


Christian Hospital, St. Louis. C. V. Mosby. 
1948. Three volumes. $40.00. 


One receives an impression of thoroughness 
when using these volumes, of careful coverage 
of each section of clinical pathology, of details 
so that all technics may be exactly followed 
and necessary materials obtained. The book is 
no longer written by a single author but rep- 
resents a compilation by a number of author- 
ities. 

Exact laboratory methods are given so that 
the volumes are usable in the laboratory. The 
practitioner finds much that is of interest, as 
for example in the use cf blood and proteins 
by parenteral administration, facts about gas- 
tric secretions, sperm testing, deficiency dis- 
eases, protozoa and other parasites, interpreta- 
tion of electrocardiographs, technic of basal 
metabolism estimation, detection of crime and 
postmortem examinations. ‘‘Bacteriologic ap- 
plications to clinical diagnosis’’ is an es- 
pecially valuable section. 


The Practice of Allergy 


By Warren T. Vaughan, M.D., Richmond, 
Va. Revised by J. Harvey Black, M.D., 


Dallas, Texas. C. V. Mosby Co. 
$15.00. 


Vaughan’s untimely death prevented his com- 
pletion of this second edition, but the work 
has been well done by his successor. The 
material on Vital Capacity has been re- 
written in a remarkable way. Fungus infec- 
tions associated with allergy have been well 
considered. The text is exhaustive, omitting no 
details of interest to the practicing allergist, 
and to the physician. 


1948. 


Diseases of the Ear, Nose and Throat 


By William W. Morrison, M.D., Professor 
of Otolaryngology, New York Polyclinic 
Medical School and Hospital. Appleton- 
Century-Crofts, Inc. 1948. $8.50. 


This is the text for the general practitioner 
who is consulted first by many patients with 
otolaryngologic disease, who must recognize 
and treat those conditions for which he is pre- 
pared and must be alert for those conditions 
that require specialized care. The material is 
factual and straightforward so that help can 
be obtained at once. The authors original line 
sketches help to illustrate points in anatomy 
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and technics. This is one of the few texts in 
its field seemingly written for the purpose of 
aiding the average practitioner rather than 
glorifying the specialist. 


Mayo Clinic Diet Manual 


By the Committee on Dietetics. W. B. 
Saunders Company. 1949. $4.00. 


Immensely usable, this looseleaf volume pre- 
sents standard hospital diets and special diets 
for both medical and surgical conditions. Full 
details are given so that any physician or 
dietitian can employ the diets. 


Physician's Handbook 


By John Warkentin, M.D., and Jack Lange, 
M.D. University Medical Publishers, P. O. 
Box 761, Palo Alto, Calif. 1948. $2.00. 


There never was a less pretentious volume 
than this pocket size one nor one that con- 
tained more information per square inch. 
Technics, normals, standards, routines, para- 
sites, tests, examination of special types of 
patients—ask and it shall be given. 


Health Care of the Family 


By Ramona L. Todd, M.D. and Ruth B. 
Freeman, R.N., School of Public Health, 
University of Minnesota, Minneapolis. 
Saunders. $3.50. 


Common sense advice to all members of the 
family as to their physical and mental adjust- 
ments to life and to each other. 


The Diabetic's Handbook 


By Anthony M. Sidoni, Jr., M.D., Chief, 
Metabolism Department, Philadelphia Gen- 
eral and St. Joseph Hospitals, Phila- 
delphia. Ronald Press. 1948. $3.00. 
Simple definition of the disease and descrip- 
tion of its course and complications together 


with advice as to the types of insulin, their 
employment and diets. 


Gastro-Enterology 


By James Dunlop Lickley, M.D., Hon. Con 
sulting Physician, Sick Children’s Hospital, 
Newcastle-upon-Tyne, England. William 
and Wilkins. $3.00. 


This brief introduction to gastroenterology 
begins with colored illustrations depicting the 
nerve and blood supply to the digestive tract, 
goes on to describe normal function of the 
alimentary tube and abnormal function, then 
gives clinical applications. A thoroughly sound 
work. 
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